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Abstract  
Health insurance enrollment continues to be a problem for homeless adults in North Carolina 
(NC) compared to adults with stable housing. Factors acting as barriers to health insurance 
enrollment were identified as internal and external, which this Doctor of Nursing Practice (DNP) 
project focused on addressing by using a health insurance enrollment flowsheet. The project and 
flowsheet were implemented in Families Moving Forward, an emergency transitional homeless 
shelter in Durham, NC. Demographic and project-specific data was collected using a qualitative 
survey. Process data showed notable trends regarding administrative preparedness, knowledge of 
Medicaid criteria, and self-sufficiency. The implications of these findings are discussed along 
with the potential replicability of the health insurance enrollment flowsheet in other agencies. 
Keywords: homeless, home insecure, barriers, uninsured adults, insurance enrollment, 
health service utilization, process improvement 
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Section I. Introduction 
Background 
Attaining health insurance like Medicaid has been shown to provide more consistent 
access to a healthcare provider, which allows for the proper management of existing health 
conditions (Han et al., 2015; Winkelman et al., 2019). Homeless individuals have higher 
mortality rates and higher comorbid conditions than those with stable housing (O'Carroll & 
Wainwright, 2019; Wadhera et al., 2019). Unfortunately, the combination of homelessness and 
medical comorbidities further heightens the mortality rate due to various factors like 
undiagnosed health problems, lack of health management, and lack of healthcare access (Feodor 
Nilsson et al., 2018).  
A process improvement project to decrease barriers in the health insurance enrollment 
process in a local emergency shelter is a positive step towards addressing the disproportionate 
homeless mortality rates. Families Moving Forward (FMF) is a community-based organization in 
Durham, NC, that serves as an emergency shelter for families. FMF partners with various local 
and national organizations to fulfill their mission of assisting homeless families into stable 
housing, achieving self-sufficiency, and realizing the organization's vision of keeping families 
safe (FMF, n.d.-d). This Doctor of Nursing Practice (DNP) project focuses on decreasing the 
barriers to the health insurance enrollment process for uninsured FMF adults with housing 
insecurity.  
Organizational Needs Statement 
Access to healthcare has been identified as important by FMF and its families (T. Melvin, 
personal communication, February 13, 2020). FMF anecdotes described families deferring health 
insurance because of the stresses of poverty and home insecurity (M. Vinson, personal 
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communication, March 17, 2020). Individuals suffering from homelessness have complex health 
needs, exacerbated by healthcare avoidance (Klop et al., 2018). This health behavior contributes 
to the disparity of lower health insurance coverage in individuals with housing insecurity than 
those with stable housing (North Carolina Institute of Medicine [NCIOM], 2020). FMF has had 
18.75% of individuals they had served in 2019, and 18.39% of guests during the first quarter of 
2020 that did not have health insurance (A. Tropiano, personal communication, April 24, 2020). 
These rates oppose the Healthy NC 2030 health indicator of decreasing NC's uninsured 
population. Reducing health insurance process barriers will help close the gap between the 
current NC uninsured rate of 13% and the Healthy NC 2030 goal rate of 8% (NCIOM, 2020). 
Decreasing barriers to health insurance enrollment help FMF families develop more robust 
healthcare self-sufficiency that the organization hopes each of their families achieves.  
Improving the accessibility of the health insurance enrollment process for individuals that 
are homeless is congruent with the goals of Healthy NC 2030 and addresses the Triple Aim. 
Access to healthcare and decreasing healthcare costs are directly affected by this project 
(Berwick et al., 2008). Increased Medicaid or subsidized insurance enrollment reduces both 
uncompensated care in health systems and individual out-of-pocket costs (Dranove et al., 2016; 
Winkelman et al., 2019). Having healthcare insurance helps decrease barriers to access a primary 
healthcare provider who can manage medical and psychiatric conditions in an outpatient setting, 
rather than the emergency department or inpatient settings, promoting cost savings (O'Carroll & 
Wainwright, 2019). Increased accessibility to primary care providers will also positively affect 
the healthcare experience of FMF families by providing the means to help improve their health. 
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Problem Statement  
Healthcare avoidance is costly and risks the deterioration of unmanaged chronic medical 
problems (Mariano & Harmon, 2019). About one in five adults within FMF have no health 
insurance, limiting the resources available to address their complex care needs (A. Tropiano, 
personal communication, April 24, 2020). Reasons for insurance enrollment avoidance are 
varied, including prioritizing immediate life necessities, knowledge gaps, and reluctance due to 
mistrust of the healthcare system. Additionally, the complicated enrollment process, restrictive 
eligibility requirements, unclear document requirements, and a mix of internal and external 
barriers, like lack of literacy and administrative deterrents, all contribute as restrictions from 
pursuing the process of healthcare insurance (Hudson et al., 2016; O'Carroll & Wainwright, 
2019).  
Purpose Statement  
The purpose of this project is to decrease the barriers between the uninsured adult in FMF 
and the process of enrolling in a health insurance plan.  
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Section II. Evidence 
Literature Review  
 The search strategy focused on addressing the barriers between the desire to apply for 
health insurance and completing the application process just before paying for coverage. The 
focus on this stage of the enrollment process was the foundation for the search terms used within 
the databases. PubMed, the Cumulative Index of Nursing and Allied Health Literature 
(CINAHL), and East Carolina University's (ECU) One Search were the databases used to 
explore current strategies to decrease barriers for people that are homeless in completing the 
insurance enrollment process (ECU, 2019). The search filters used in each database were articles 
written in English; published between January 1, 2015, until April 30, 2020; peer-reviewed; and 
human subjects.  
The PubMed database was searched using a mixture of Medical Subject Headings 
(MeSH) terms and keywords. The MeSH term homeless persons, and the keyword homeless, 
captured the population of people experiencing homelessness. Access to healthcare was captured 
by the MeSH terms health services accessibility and primary health care and the keywords 
barriers to healthcare. The status of having health insurance, and the act of enrolling for 
insurance, were defined by the MeSH terms health insurance and Medicaid, along with the 
keywords of health insurance, insurance, and insurance enrollment. 
 A similar approach was taken using the CINAHL database. The population was narrowed 
to people who are homeless by using the CINAHL subject headings homelessness and homeless 
persons. The topics of healthcare accessibility and its potential barriers were captured by the 
CINAHL subject headings health services accessibility and healthcare disparities. The process of 
enrolling in insurance or the status of having insurance was described by the CINAHL subject 
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headings Medicaid; insurance, health; insurance, health, reimbursement; health insurance 
exchanges; and United States Centers for Medicare and Medicaid Services. 
 ECU's One Search is a compilation of databases that can be accessed online (ECU, 
2019). The terms housing insecurity and homeless were used to capture the population of people 
experiencing homelessness within the literature. The concepts of healthcare, insurance 
accessibility, and their barriers led to the use of the terms access to care, health service 
utilization, self-efficacy, barriers, desire, and seeking. Each of the terms associated with a 
concept was grouped using the Boolean operator OR. This grouping was combined with another 
concept group by using the Boolean operator AND before initiating the literature search. This 
strategy was done for each database search by using various combinations of the search terms 
seen in Appendix A. 
 After reading the abstracts, the journal articles were further filtered by applying these 
inclusion criteria: 
• done in the United States 
• reflect a population of homeless individuals within the study 
• focused in an urban area to reflect one of FMF's geographical characteristics 
• describe either Medicaid or subsidized health insurance within the study 
• have a study population between the ages of 19 years old to 64 years old 
• focus on the outpatient setting  
• evidence level six and above 
Additionally, the screening process also applied these exclusion criteria:  
• focused on a rural population 
• focused on a population with stable housing 
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• focused on a homeless population with a disease or condition as the basis of the study 
• the population is within a hospital setting 
• study populations focused on ages less than 19 years old or older than 64 years old 
• veteran population 
• Medicare population  
• the study population is outside the United States 
This initial search strategy produced a total of 69 articles. After applying the inclusion 
and exclusion criteria, removing the duplicate articles, and reading through the initially filtered 
articles, the literature search ultimately generated 16 articles in Appendix B.  
The chosen evidence level of six accounts for the lack of rigorous and high-level studies 
in the literature regarding insurance enrollment barriers for homeless people. The logistical and 
potential ethical issues with implementing a randomized control trial with a homeless population 
hinder clinical research (Ojo-Fati et al., 2017). Thus, the lack of articles with a higher level of 
evidence is unsurprising and requires articles with lower evidence levels.  
One of the articles found is based outside of the United States, which meets the exclusion 
criteria. An exception is made since this article includes a model explaining the health service 
utilization (HSU) of homeless individuals (O'Carroll & Wainwright, 2019). The data analysis 
reflects a similar HSU with people that are homeless internationally, which accounts for the 
generalizability of the model. Nevertheless, generalizability may still be limited since the 
findings are based on a homeless population located in Dublin, Ireland (O'Carroll & Wainwright, 
2019).  
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Current State of Knowledge 
 The literature search did not produce articles with high levels of evidence regarding 
insurance enrollment for people that are homeless. However, there were ample retrospective 
cohort studies and qualitative studies. Much of the literature search describes the HSU of 
homeless people, the barriers to primary care accessibility, and the myriad of health issues this 
vulnerable population has. The obstacles towards insurance accessibility for homeless 
individuals are not common focal points of study but can be gleaned from most studies. The lack 
of randomized control trials for the barriers to insurance enrollment affecting people that are 
homeless highlights a significant gap in the literature. 
Regardless of the research gap, there are still common themes that can be drawn from the 
current literature. The common problems faced by people that are homeless are lack of 
knowledge regarding the health system, competing priorities, lack of social support, and the 
limitations of health system structures. These problems have also been mentioned as deterrents 
for health insurance access in homeless individuals, but their effect on insurance enrollment 
accessibility has not been investigated. Overall, there are plenty of studies describing the 
healthcare needs of individuals that are homeless. However, there is not enough high-level 
research or widely accepted evidence-based guidelines to utilize.  
Current Approaches to Solving Population Problem(s) 
The limited resources of homeless adult individuals and FMF necessitate practical and 
low-cost interventions for adults with home insecurity in FMF (T. Melvin, personal 
communication, April 20, 2020). Rigorous case management has shown benefits for this 
population but will require continued investments on behalf of any organization utilizing this 
means of improvement (Mariano & Harmon, 2019). A medical home, in which all 
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administrative, social services, and primary care offices are open all day and night, is also a 
suggested solution in the literature to mitigate multiple healthcare access levels for homeless 
individuals (White & Newman, 2015). This central hub would be an ideal scenario but is not 
realistic due to the large amount of capital investment needed. Targeted education and outreach 
to homeless individuals not living in a shelter have also been described as an effective 
intervention in the literature (Bell et al., 2015; Virapongse & Misky, 2018). Regardless of the 
difference in geographical location between the adults in FMF to the study population of Bell et 
al. (2015), a targeted educational intervention regarding insurance eligibility and the enrollment 
process can be an achievable, low-cost intervention.  
Evidence to Support the Intervention 
A targeted intervention to address the knowledge gaps in the insurance enrollment 
process towards uninsured adults with home insecurity would fit the needed practical and low-
cost requirements of FMF (T. Melvin, personal communication, April 20, 2020). The literature 
has indicated that lack of knowledge about the insurance process and the complex eligibility 
requirements make accessing health insurance more difficult (Fryling et al., 2015; White et al., 
2016). Logistics and formal paperwork requirements also contribute as deterrents to insurance 
access (Parker et al., 2018). FMF's family service coordinators (FSC), who directly assist in 
insurance enrollment, have also had difficulty with the intricate details of eligibility criteria, 
which can deter efficiently helping families (A. Tropiano, personal communication, April 24, 
2020).  
Ultimately, the intervention will be a flowchart detailing the requirements of the 
insurance enrollment process. FMF adults or the FSC can use this flowchart as a low-cost 
intervention. Since one of FMF's goals is to encourage self-sufficiency within each person they 
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serve, creating a user-friendly guide to navigate the insurance enrollment process corresponds 
with the development of autonomy (FMF, n.d.-a). Currently, FMF does not have a standardized 
enrollment process for adults and families that are interested in pursuing health insurance (A. 
Tropiano, personal communication, April 24, 2020). Therefore, an insurance enrollment 
flowchart would not only assist families in FMF from being burdened by logistics, but it would 
also serve as a tool that can help standardize and increase accessibility to a critical process.  
Evidence-Based Practice Framework 
The HSU model of homeless individuals made by O'Carroll and Wainwright (2019) in 
Figure 1 is used to depict the different stages in the process of insurance enrollment and the 
factors that affect each stage. HSU is a multi-stage process that starts with the realization of a 
health need and ends with the utilization, or receipt, of a health service. The model highlights 
different factors that commonly affect each stage of HSU by individuals suffering homelessness; 
these factors do not act as an HSU outcome predictor. Ultimately, the model identifies factors 
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Figure 1 
The Critical Realist Explanatory Model for Homeless Individuals' HSU  
 
From "Making Sense of Street Chaos: An Ethnographic Exploration of Homeless People's 
Health Service Utilization," by A. O'Carroll and D. Wainwright, 2019, International Journal for 
Equity in Health, 18(1), p. 113 (https://doi.org/10.1186/s12939-019-1002-6). CC BY-NC.  
The focus of the intervention is on the barriers that affect the stage of healthcare-seeking. 
Suppose health insurance enrollment is the service received. In that case, the healthcare-seeking 
stage is when an FMF adult is actively looking through and deciding on one of the insurance 
options before paying for health coverage. The project's informational flowchart points to factors 
that may deter an adult that is homeless from seeking insurance (O'Carroll & Wainwright, 2019). 
These factors are (a) the knowledge and literacy about the health insurance enrollment process, 
(b) the mixture of internal and psychological barriers that affect engagement in healthcare 
seeking, and (c) administrative preparedness. 
The project execution was based on the Plan-Do-Study-Act (PDSA) rapid cycle tool for 
change in Figure 2, consisting of four interlinked stages (Langley et al., 2009). The plan phase 
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focuses on the questions that need to be answered and the plan for answering those questions. 
The do phase focuses on data collection, implementing the program, and taking note of anything 
unplanned. The study phase is needed to analyze the data and compare this information with the 
initial hypothesis. Finally, the act phase takes this new analysis to restructure the plan and inform 
how to implement the intervention (Langley et al., 2009; Leis & Shojania, 2017). Multiple PDSA 
cycles were done to reassess and improve FMF's process for insurance enrollment (Leis & 
Shojania, 2017).  
Figure 2 
The Model for Improvement: Plan-Do-Study-Act (PDSA) Cycle 
 
From "The Improvement Guide: A Practical Approach to Enhancing Organizational 
Performance," by G. J. Langley, R. D. Moen, K. M. Nolan, T. W. Nolan, C. L. Norman, and L. 
P. Provost, 2009, Wiley. Copyright 2009 by John Wiley and Sons. Reprinted with permission.  
The first PDSA cycle for the intervention focused on understanding the project's problem 
(Leis & Shojania, 2017). Therefore, the initial phase of the PDSA was understanding the extent 
of the problem that the uninsured adults in FMF have regarding insurance enrollment (Langley et 
al., 2009; Leis & Shojania, 2017). A prediction about the problem's state serves as the initial 
hypothesis to be tested (Institute for Healthcare Improvement [IHI], 2020; Langley et al., 2009). 
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A survey administered to adult guests that are part of FMF's programs was the source of primary 
data. The survey has a question regarding the perception of health insurance forms based on a 5-
point Likert scale ranging from never to always. Another question aims to capture a respondent's 
sense of autonomy in their search for health insurance. This survey also has three items regarding 
the perceived knowledge of eligibility requirements and the documents required to apply for 
health insurance. Another question prompts the respondent to review if they have all the 
documents necessary to attain health insurance and what they plan to do to achieve the missing 
documents. Once data was gathered from the surveys, they were analyzed to guide the edits of 
the flowchart's content. An evaluation of the data analysis informed the best next step, and the 
planning process of the PDSA cycle was restarted at this point.  
The site champion and FSCs were directly involved in this iterative process of 
administering the surveys, providing feedback, and shaping the insurance enrollment process 
using the flowchart intervention. Additionally, FMF Volunteers assisted in engaging the families' 
with the DNP project and administering the surveys. The initial rapid cycles of PDSA helped 
articulate the problem further, and the following cycles refined the intervention (Leis & 
Shojania, 2017). The goal of each cycle was to identify an aspect of the intervention that can be 
improved. 
Ethical Consideration and Protection of Human Subjects  
 This DNP project's structure reflects conscious ethical considerations regarding the 
principles of respect for persons, justice, and beneficence based on the Belmont Report (The 
National Commission for the Protection of Human Subjects of Biomedical and Behavioral 
Research, 1979). The population targeted by this project were adults experiencing home 
insecurity within the FMF temporary housing facility, which is a known vulnerable population 
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(The National Commission for the Protection of Human Subjects of Biomedical and Behavioral 
Research, 1979). Willing participants had the freedom to withdraw at any time, which 
maintained their autonomy. The protection of privacy and confidentiality occurred by avoiding 
the use of any personal identifiers. Originally, a private space within the FMF temporary housing 
facility was planned to serve as a space for the in-person project implementation. When the 
Coronavirus pandemic did not allow for in-person survey administration, the online meetings 
with FMF guests were done through a secure connection, and no personal identifiers were 
recorded with the surveys completed. Online surveys to be distributed by FMF staff were either 
completed anonymously by respondents through available computers in FMF or using their own 
personal electronic device, ensuring privacy and promoting equity for potential participants. 
Purposefully moving to an online format helped eliminate logistical barriers for participants such 
as transportation and childcare. Additionally, implementing the project within the FMF building 
or using their own electronic devices provided participants with ease of accessibility. 
The risk of physical or emotional harm was minimal compared to the potential benefit for 
the project population. The DNP project focused on process improvement, the internal and 
administrative barriers that deter participation in the healthcare insurance enrollment process, 
and how these barriers are affected by using an educational flowchart. Thus, there was no 
physical or psychological risk of harm for participants. The survey questions did not have 
components that participants may have perceived as emotionally distressing or traumatic. The 
minimally invasive nature of the project design and the participants' autonomy throughout the 
study minimized the potential for being exploited or coerced. An educational guide to encourage 
accessing the healthcare insurance enrollment process can improve FMF adults' health, which 
outweighed the overall physical and emotional risks for participation.  
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This DNP project followed the process required by ECU for primary investigators in any 
scholarship activity. The process consisted of completing the Social and Behavioral Research 
modules within the Collaborative Institutional Training Initiative (CITI) online training. These 
modules highlighted essential concepts and regulations recommended by the Department of 
Health and Human Services for research projects (University and Medical Center Institutional 
Review Board, 2020). Additionally, FMF does not have any formal process for approving DNP 
projects and only required a memorandum of understandings (T. Melvin, personal 
communication, May 21, 2020).  
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Section III. Project Design 
Project Site and Population 
Description of the Setting 
 FMF is an organization located close to downtown Durham, NC. The project 
implementation occurred in the FMF facility named Neighbors Experiencing Success Together 
(NEST), which serves as a transitional housing facility that can host up to 21 families at a time 
(FMF, n.d.-c). FMF is the largest housing provider for homeless individuals in Durham, NC, and 
serves an estimated 75 to 85 families yearly through the NEST (FMF, n.d.-d).  
Description of the Population 
 The target population consisted of two groups. The first were adult individuals ages 19 to 
64 years old that were currently living in the NEST transitional housing facility. The second 
group was the adults of the same age range within the Aftercare program; these individuals have 
transitioned into their own home after leaving the NEST facility. Along with the project site 
champion and VISTA Volunteers, any early adopters of the insurance enrollment flowchart (see 
Appendix D) may have promoted the flowchart's utility to other residents in the NEST. A 
potential barrier to this project may have been the lack of a professional relationship with the 
NEST's current residents, leading to possible mistrust and hesitancy to participate in the project.   
Project Team 
 The formal project team members included the primary investigator, Daniel Vincent 
Lacambacal; the FMF site champion, who was also the FMF Director of Partnerships and 
Programs; and the ECU DNP faculty advisor. External team members who contributed insight 
and expertise towards this project included the FMF FSCs; the Director of Residential and 
Support Services; VISTA volunteers (AmeriCorps members who serve a 12-month long service 
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full-time work schedule with FMF); and the Applications Program Manager for Durham County 
Social Services (FMF, n.d.-b).  
Project Goals and Outcome Measures 
FMF did not have a formal IRB process or a formal approval requirement for proposed 
projects to be implemented on-site. The project was formalized by writing a memorandum of 
understandings between FMF and ECU.  
Description of the Methods and Measurement 
Prior to this project implementation, there was no standardized process for participating 
in health insurance enrollment for the individuals living in the NEST. This project aimed to 
reduce the barriers to participating in the health insurance enrollment process experienced by 
individuals that were unhoused or homeless by developing a flowchart to guide individuals 
through the process of obtaining health insurance. FSCs, the individuals working in FMF who 
act as advocates and case managers for FMF clients, were interviewed to gain insight into the 
current health insurance enrollment process and inform how to structure the flowchart. 
The project did not aim to yield any quantifiable outcome measures. There have not been 
studies to measure barrier reduction regarding the health insurance enrollment process, a 
multifactorial concept. Thus, process measures were assessed to illustrate the effects of this 
project's intervention. One such process measure was the percentage of residents enrolled in 
health insurance during the implementation time frame. The FMF Director of Residential and 
Support Services provided this data monthly. Qualitative survey data provided the majority of 
the DNP project's process measures. The original plan was to administer the survey for a total of 
four months. A data collection tool consisting of survey questions seen in Appendix C was 
provided to NEST residents. This survey includes: (a) demographic questions to describe the 
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participants in the study, (b) project-specific questions to gain insight on their perceived 
knowledge about the insurance enrollment process and administrative preparedness for 
enrollment, (c) an open-ended question to elicit other concerns about the enrollment process, and 
(d) a question to provide feedback on the health insurance flowchart. Results from the open-
ended questions regarding Medicaid eligibility and additional concerns with the health insurance 
enrollment process were coded into themes at the end of the implementation phase; these results 
helped inform how to revise the flowchart.  
The PDSA rapid change cycle was used as the project implementation tool for 
methodical weekly revisions of the insurance enrollment flowchart for the FMF residents 
(Langley et al., 2009). The PDSA worksheet was used as the project tracking tool to document 
project problems, essential observations and evaluate if each PDSA cycle's objective was met 
(IHI, n.d.). Each PDSA cycle was revised when the cycle's plan stops working or shows signs of 
stalling rather than progressing, and the PDSA worksheet served as the formal planning guide for 
the following PDSA cycle.  
The insurance enrollment flowchart was developed and revised based on the survey's 
feedback and the observations documented in the PDSA worksheet. Revisions to the flowchart 
were done after each cycle. 
Discussion of the Data Collection Process  
 Starting the week of August 10, 2020, a qualitative survey consisting of demographic 
questions and project-specific questions was made available to all FMF adults. These were 
distributed by VISTA volunteers assigned to each FMF subpopulation either in-person or 
digitally via Qualtrics. Data were obtained from project participants using the data collection tool 
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seen in Appendix C, which is identical to the online survey. Participants were instructed to 
utilize the health insurance enrollment flowsheet for survey questions 11 to 16 as reference.  
The PDSA worksheet was used for each cycle to notate feedback from NEST residents 
and FMF staff, document observations, and highlight potential problems during implementation 
as seen in Appendix E. These worksheets were securely kept and used as references for future 
PDSA cycles. The survey responses were recorded by inputting the data in an SPSS Statistics 
spreadsheet; open-ended responses were coded into themes. 
Implementation Plan 
The following steps were taken to implement this DNP project:  
1. The project timeline, frequency of data collection, and general workflow was arranged with the 
site champion. 
2. The PDSA worksheet was used as a guide to planning each cycle; it was also used to document 
observations, applicable conversations, and problems noted during project implementation. 
3. The percentage of residents enrolled in health insurance was obtained from the FMF Director of 
Residential and Support Services at the beginning of each month.  
4. In-person survey administration by the VISTA volunteer occurred daily within the NEST. The 
site champion and another VISTA volunteer reached out to Aftercare guests to distribute digital 
surveys. Each survey had either a physical or digital copy of the flowchart available to use as a 
reference. 
5. Participants turned in completed in-person surveys, and these were kept in a new folder for each 
date the survey was obtained. Digital survey responses were accessed through ECU's Qualtrics 
software. The digital surveys were completed independently, or guests scheduled a 10-minute 
Zoom meeting with the project leader to ask questions. 
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6. All survey response data were recorded within an SPSS spreadsheet. The original in-person 
survey copies were kept in a secure location; these physical copies were obtained from VISTA 
volunteers by scanning these papers and sending them digitally to the project leader in a secure 
format. 
7. The PDSA worksheet notes and the survey data were used to study the results of that cycle; a 
plan and objective for the following cycle were then constructed.  
8. PDSA cycles were implemented until a functional health insurance enrollment flowchart is 
developed.  
9. Check-ins occurred monthly with the site champion to update them of the project progress and 
receive project guidance.  
Timeline 
 Project implementation occurred during the Fall 2020 academic semester, which was 
from August 10 to November 17, 2020.  The details of the timeline are seen in Figure 3. 
Figure 3 




PDSA Cycle 1 in FMF
8/12/20
PDSA Cycle 2 in 
FMF 9/1/20
• Check in with Site 
Champion #1
PDSA Cycle 3 in 
FMF 9/7/20
• Check in with Site 
Champion #2
PDSA Cycle 4 in 
FMF 9/25/20
• Check-in with Site 
Champion #3
PDSA Cycle 5 in 
FMF 10/1/20
• Check in with Site 
Champion #4
PDSA Cycle 6 in 
FMF 10/10/20
• Check in with Site 
Champion #5
End of Project 
Implementation 
11/17/20 
• Check-in with Site 
Champion #6
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Section IV. Results and Findings 
Results  
 This DNP project measured qualitative data. The project's objective was to establish a 
process to decrease health insurance enrollment process barriers. Isolating a quantitative value to 
reflect barrier reduction proved difficult to present as an outcome measure. The concept of health 
insurance enrollment barriers cannot be clearly nor directly quantified, but this project provided 
process measures using the DNP data collection tool. Thus, data collection was realistically 
approached with the understanding that there would not be a direct quantitative outcome measure 
but rather qualitative process measures. One such process measure shows the number of NEST 
individuals with health insurance coverage during the three months of data collection seen in 
Table 1, which were obtained from FMF’s Director of Residential and Support Services. The 
total NEST population and the percent of individuals without any type of health insurance 
coverage between September to November 2020 are both listed in Table 1. There were no data 
available for the Aftercare population. 
Table 1 




September October  November 
None 9 11 10 
Medicaid 35 54 56 
Private 1 1 1 




20% 16.7% 14.9% 
a All months occurred in the year 2020 
There were 16 total participants in the DNP data collection tool survey, but one 
respondent did not answer any of the questions upon online submission. The only quantitative 
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data within the project lies in the demographic survey data, which was obtained to describe the 
project population. 
Demographic Data 
 Age. The mean age of participants (n=15) is 33.33 (SD 8.53) years old. The participants' 
median age is 32 years old. The youngest respondent is 20 years old, while the oldest is 50 years 
old. There is no mode identified in the data collection tool.  
 Number of Children Under 21 Years Old. Out of 16 participants, one did not fill out 
this question. The survey shows that all respondents (n=15) have a child under 21 years old 
living with them.  
 Health Insurance Status. Out of 16 participants, one survey was not filled out. There 
were 15 respondents, of which five participants did not have health insurance (33.3%), while 10 
have health insurance (66.7%).  
 Lost Health Insurance in the Last Year. Out of 16 project participants, one respondent 
did not answer this survey question. Three respondents (20%) lost insurance in the last year, 
while 12 respondents (80%) did not lose insurance in the previous year. 
 Number of People Living in the Household. There were 15 survey respondents for this 
question. The mean number of reported people living in a respondent's household is 2.87 (SD 
1.302) people. The median and mode for the number of people living in a participant's household 
are both three people. The data shows that 33.3% of respondents had three people living in their 
household, 26.7% have four people, and 20% have two people in their household. 
Household Monthly Income. Two respondents out of 16 participants did not respond to 
this question. Out of the 14 respondents, one indicated that their monthly income is "29000," 
which is an outlier in the data set. The survey data reflects that 42.9% of respondents (6 
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respondents) reported no monthly income. Thirteen people (92.9%) reported that they make 
$2400 or less a month. 
 Reported Diagnosed Disability. Fifteen participants responded to this question, while 
one participants left this question blank. Out of the 15 responses, 60% of respondents (9 people) 
were diagnosed with a physical, mental, or emotional disability. On the other hand, 40% or 
respondents (6 people) reported never having been diagnosed with a disability.  
Project Specific Data 
 Health Insurance Form Understanding. Figure 4 shows that ten respondents (66.7%) 
indicated that they "very often" understand health insurance forms. Two respondents (13.3%) 
indicated that they "always" understand these forms, and another two respondents stated they 
"sometimes" understand. Only one respondent (6.7%) indicated that they "rarely" understand 
health insurance forms.  
Figure 4 
Respondent Answers if They Understand Health Insurance Forms 
  
Where to Get Health Insurance Information. Out of all responses (n=15), 12 
respondents (80%) indicate that they obtain their health insurance information from the 














Perceived Understanding of Health Insurance Forms
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indicated they would get their information from the doctor's office. Obtaining information from 
the FMF staff also was only chosen by three respondents (20%).  
Figure 5 
Where to Get Health Insurance Information 
 Perceived Criteria of Medicaid Eligibility. Question ten within the DNP project data 
collection tool seen in Appendix C is an open-ended question that asked the participant to list 
their perceived eligibility criteria for Medicaid. All responses were coded into themes, which 
were translated into data within SPSS for analysis as seen in Figure 6. Out of the 16 participants, 
three left this section blank, and one participant answered, "You always open to help," which 
was coded as "n/a" because it does not answer the question posed. The survey showed that 
56.3% of respondents identified "low income" as a Medicaid eligibility criterion. Having 
children and dependents (31.3%) and having a disability (25%) were also identified as popular 

























REDUCING INSURANCE ENROLLMENT BARRIERS 28 
 
Figure 6 
Themes of Perceived Medicaid Eligibility Criteria
  
Documents That Can Be Used to Apply for Medicaid/Health Insurance. Fourteen 
participants responded to this question. As depicted in Figure 7, all the survey question 
respondents indicated that a social security card is a document that can be used to apply for 
Medicaid or another type of health insurance. A large majority (92.9%) of respondents also 
indicated a birth certificate is an important document to apply for health insurance. Slightly more 
than half the respondents (57.1%) indicated that a driver's license could be used to apply for 
health insurance. Only half of the respondents (50%) indicated that their paycheck stubs could be 
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Figure 7 
Perceived Documents that Can Be Used to Apply for Health Insurance 
 
 Knowledge of Medicaid Eligibility Criteria. Participants received the insurance 
enrollment flowsheet as a reference before starting this question and were instructed to use the 
flowsheet to answer the rest of the survey questions. Out of the 16 total participants, 14 (87.5%) 
responded to the question "What makes you eligible for Medicaid?" All respondents indicated 
that low-income could be a Medicaid qualifier, and a large majority of respondents (92.9%) 
indicated that pregnancy is a criterion for qualification seen in Figure 8. A considerable majority 
of respondents (78.6%) also reported that a diagnosed disability is a criterion for Medicaid 
coverage. Only slightly more than half (57.1%) of respondents indicated that age above 65 years 
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Figure 8 
Answers to Medicaid Eligibility Question 
 
 Document Checklist. There were 14 participants (87.5%) who responded to this 
question out of the 16 survey participants. As seen in Figure 9, all respondents indicated that they 
already have their birth certificate, and a large majority (92.9%) have social security cards for 
their family unit. A majority of respondents (64.3%) have also indicated that they have a 
paycheck stub from their last month of work for health insurance applications. Less than half of 
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Figure 9 
Documents on Hand and Available to Apply for Health Insurance 
 
  Obtaining Missing Documents. The were 16 responses for this survey question, which 
included non-answers. One respondent wrote, "I have all my documents its something they 
messed up in the system," which was coded as "N/A" since the answer suggests that no records 
were missing. As seen in Figure 10, respondents' most common act is to independently take 
action to obtain their missing documents (31.3%). Only 18.8% of respondents indicated that they 
would ask FMF staff for help to obtain these missing documents. Lastly, browsing through the 
internet (12.5%) and going to the social security office (12.5%) were minimally reported as ways 
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Figure 10 
Themes Elicited With How to Obtain Missing Documents 
 
 Previous Health Insurance Enrollment Experience. Participants were asked to 
describe in as much detail their previous experience when they engaged with health insurance 
enrollment. These coded results are depicted in Figure 11. Most participants that wrote an answer 
(25%) indicated that they were able to easily navigate through the enrollment process. The 
second most reported theme reported by 18.8% of participants stated that the options for 
enrollment felt constrained. Thirdly, more than a tenth of participants (12.5%) reported that they 
also obtained insurance coverage for their children the last time they engaged with the health 
insurance enrollment process.  
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Figure 11 
Themes of Prior Experience with Health Insurance Enrollment 
 
What to Include in the Insurance Enrollment Guide. This open-ended survey question 
elicited 16 responses, in which ten respondents (62.5%) did not have any input to the question of 
"What information would be helpful in the insurance enrollment guide?" Figure 12 illustrates 
that out of the respondents, four (25%) indicated that they would have liked to see specific 
Medicaid qualifications and benefits, which included answers such as "Qualifying incomes" and 
"How to get a child on Medicaid." Only one respondent (6.25%) indicated that they are content 
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Figure 12 
Themes Suggesting What to Include in the Insurance Enrollment Guide 
  
 Utilization of the Insurance Enrollment Flowsheet. Only two participants (12.5%) 
indicated that they used the insurance enrollment flowsheet to sign up for health insurance, as 
seen in Figure 13. A large majority of project participants (68.75%) indicated that they had not 
used the flowsheet to sign-up for health insurance. Almost a fifth (18.75%) of the project 
participants did not answer this question. 
Figure 13 
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Outcomes Data  
  The DNP project data collection survey included 16 total questions. Seven of these 
questions were demographic questions to describe the population, while nine questions elicited 
qualitative data to help illustrate process measures.  
This project was solely focused on process measures. The process measures from this 
project are (a) the monthly percent of uninsured adults in the NEST during implementation, (b) 
perception of a participant's ability to enroll in health insurance, (c) perception of a participant's 
knowledge regarding eligibility requirements for Medicaid, (d) perception of flowsheet usability 
to a participant, (e) which important insurance documents a participant already has, (f) how a 
participant plans on obtaining any missing documents, (g) a participant's previous health 
insurance application experience, (h) what information would be helpful in the flowsheet, and (i) 
if a participant has used the flowsheet in trying to sign up for insurance.   
 There were no outcome measures for this DNP project. The nature of the project design 
does not lend itself to purely quantitative measurements. A direct quantitative measure of barrier 
reduction with health insurance enrollment is multifactorial, and therefore a difficult concept to 
quantify. Insurance enrollment barrier reduction consists of understanding the potential root 
causes of individuals' struggles and finding a theme that can guide a new process to be integrated 
into the daily FMF workflow. Therefore, qualitative process measures were used to illustrate the 
project data in lieu of directly measuring insurance enrollment barrier reduction.  
Discussion of Major Findings  
Expected Gaps 
Prior to starting this project, several gaps were expected to be encountered. One of these 
expected gaps is that participants will have a low level of knowledge regarding the insurance 
REDUCING INSURANCE ENROLLMENT BARRIERS 36 
 
enrollment process and have low administrative preparedness levels. Since they are constantly in 
contact with FMF staff, participants were also expected to utilize these personnel as resources for 
health insurance enrollment. When asked about any input regarding improving the flowsheet, it 
was expected that most participants would want specifics regarding qualifications and income 
limits for health insurance enrollment. Thus, this led to the expectation that the first iteration of 
the health insurance enrollment flowsheet is not specific enough for this population. 
Additionally, it was expected that no one would have used the flowsheet as a tool to try and sign 
up for insurance after implementation.  
Actual Gaps from Project Results 
The percentage of project participants who perceived their social security card and birth 
certificates as necessary to apply for health insurance closely resembled the percentage of 
participants who reported these documents were readily on hand. In contrast, the other 
documents needed to apply for health insurance were neither perceived as necessary nor were 
they identified as readily on hand as reflected in Figure 7 and Figure 9. 
Participants' extent of knowledge regarding Medicaid eligibility is lacking; the only 
answer that elicited a majority response was the perceived criteria of having low income 
(56.3%). This is starkly different from the 100% response rate in identifying “low income” as a 
criterion when participants were asked Medicaid eligibility criteria using the flowsheet. The 
criteria of disability, pregnancy, and age also had starkly increased percentages compared to 
participant perceptions when the flowsheet was used as a reference to identify Medicaid 
eligibility criteria as seen in Figure 6 and Figure 8. 
Without the flowsheet as a reference, more than 75% of participants chose to pursue 
health insurance enrollment information and help with obtaining documents directly with the 
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DSS, while less than a quarter identified FMF staff. When given the flowsheet, which identifies 
both the DSS and FMF staff as resources for health insurance information and obtaining 
important documents, only 12.5% identified the DSS and 18.8% chose FMF staff members as 
sources of help. These findings are noted within Figure 5 and Figure 10. 
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Section V. Interpretation and Implications 
Cost Benefit Analysis  
This project’s primary cost to the organization was the time it took to put together the 
logistics. Notably, it cost the VISTA volunteers roughly one to two hours daily during project 
implementation to elicit interest with the NEST and Aftercare populations to fill out the survey, 
rather than investing time in the day-to-day logistics needed for the organization. Additionally, it 
would have cost an estimate of about ten cents per page to have the two-page survey printed for 
those who decided to fill it out by hand. This project also requires roughly one hour for FSCs to 
learn and integrate the flowsheet into their toolkit. An FMF personnel will also need to invest 
roughly one to two hours of time quarterly, or more often as needed, into updating the flowsheet 
based on any health insurance process changes or guest feedback for better usability. Overall, the 
time investment moving forward will be minimal and outweighed by the benefits reaped by FMF 
guests. One of FMF's goals is for every household to have either SNAP benefits or health 
insurance (A. Tropiano, personal communication, April 24, 2020). This project would certainly 
help meet FMF's goals by diversifying the non-cash benefits families would obtain.  
Since families already seem to have a sense of pursuing health insurance information 
independently based on the survey data, integrating the insurance enrollment flowsheet into the 
FSC workflow would supplement a characteristic that FMF aims to develop within their guests. 
The FSCs are integral in helping families to identify their support systems (FMF, 2019). This 
flowsheet helps place that decision-making into the control of FMF families. Flowsheet 
incorporation requires minimal training and assists FSCs in encouraging families who show 
interest in engaging with the health insurance process to continue to rely on their sense of self-
sufficiency.  
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Unexpected negatives included a global COVID-19 pandemic, which delayed 
communication between all project party members. The FMF staffs’ increased demands to keep 
their guests safe took time away from prompt email communications. These altered priorities 
caused a delay in project implementation but did not hinder its completion. Additionally, the lack 
of initial participation with the NEST guests delayed project implementation. Participation only 
began when the VISTA volunteers helped directly engage the guests to participate in this project. 
The slow participation delayed the flowsheet improvements and integration into the FSC 
workflow.  
Resource Management 
The success of this DNP project required the utilization of FMF's resources such as (a) 
VISTA Volunteers, (b) a professional Zoom account, (c) at least one printer on-site, and (d) 
accessible computers for the guests in the NEST. With regard to the Aftercare population, the 
project relied on them having reliable computer or smartphone access to participate in the 
project.  
As an unforeseen limitation of the global Coronavirus pandemic, direct interaction with 
guests was not allowed. Physically administering the surveys would have been feasible if 
medical-grade personal protective equipment were available to engage with FMF guests directly.  
An integral part of the survey administration's success is the VISTA volunteers' 
involvement, and they should have been integrated into the team earlier. They made it possible to 
implement the project through direct communication with the NEST and Aftercare guests they 
already built a relationship with. The volunteers in the organization can be essential assets to 
influence successful project outcomes.  
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Implications of the Findings 
Implications for Patients  
A clear finding identified by the DNP project data collection tool is that participants’ 
perception of Medicaid eligibility criteria is inaccurate. The use of the insurance enrollment 
flowsheet clearly heightened their knowledge of Medicaid eligibility criteria. Thus, this 
knowledge gap is a problem addressed by having an easily accessible tool for FMF adults which 
succinctly summarizes Medicaid criteria.  
 The findings regarding the process measure of administrative preparedness also yielded 
implications for FMF adults. Survey data indicates that social security cards and birth certificates 
are both perceived as important documents, and forms that are already on hand for a large 
majority of individuals. Otherwise, it was clear that many respondents did not perceive the other 
listed documents as usable in health insurance enrollment nor were these readily on hand. 
Therefore, a potential area for process improvement needs to investigate how to heighten 
administrative preparedness. Along with helping FMF adult administrative preparedness, future 
process improvement projects need to increase the target population’s awareness of what 
documents are necessary aside from social security cards and birth certificates. A comprehensive 
approach to administrative preparedness would best serve the targeted population in their ability 
to successfully enroll in health insurance. 
This project population appears to act self-sufficiently when pursuing more information 
about health insurance enrollment based on the survey data. While this is a positive attribute that 
FMF wants to encourage in their guests, the data implies that their self-sufficiency leads them to 
utilize resources inefficiently. The data shows that only 18.8% of the respondents would ask 
FMF staff to help them gather the required documents and provide health insurance enrollment 
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information. There was also no increase in the percentage of respondents that chose FMF staff as 
a resource, even if it was one of the options listed for sources to obtain more help within the 
health insurance enrollment flowsheet. The project participants’ drive to pursue information from 
the DSS shows a strong sense of self-sufficiency and autonomy, which are characteristics that 
can be channeled towards realistic and actionable measures. Work must now be done to increase 
this population’s awareness of other easily available resources in addition to the DSS.  Future 
projects should address how to direct this populations’ drive to diversify their health insurance 
information sources, and more effectively seek out readily available resources such as FMF staff.  
Implications for Nursing Practice 
This project has implications for understanding how to provide care for people that are 
homeless. The project required an interprofessional approach to help address the barriers to 
health insurance enrollment. Collaborative relationships between nursing, social work, and non-
profit organizations were of utmost importance in positively influencing health outcomes with a 
marginalized population.  
Outlining the essential steps to enroll in health insurance through a flowsheet can help 
people connect and actively engage with the health system. This population has shown that they 
are more than willing to engage with the process of insurance enrollment, but do not utilize their 
resources at hand effectively, such as FMF staff like the FSCs. A multidisciplinary effort must be 
made for FMF guests to actively and effectively utilize their resources to support the task of 
enrolling for health insurance. Thus, nursing research should further investigate how this 
population can be better engaged with the resources available, and the what factors influence 
these decisions. 
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Impact for Healthcare System(s) 
Even though health insurance barrier reduction is a difficult concept to quantify, steps 
need to be taken to start understanding and reducing these barriers now. Barrier reduction helps 
to make the path to improve the Healthy NC 2030 goal of decreasing the rates of uninsured 
adults (NCIOM, 2020). Individuals with Medicaid health insurance coverage are shown to have 
more access to preventative care and better health outcomes (Han, Nguyen, Drope, & Jemal, 
2015). In implementing this DNP project, the groundwork has been set to increase engagement 
with the health insurance enrollment process and reduce the uninsured rates of FMF adults. 
In line with the Healthy NC 2030 goal, FMF’s rate of uninsured adults have decreased 
from 20% to 14.9% during project implementation. As encouraging as this finding is, the project 
was not designed to study the potential direct effects on FMF’s uninsurance rates. Future 
investigations need to identify how an insurance enrollment flowsheet affects uninsurance rates. 
This flowsheet has set up a more streamlined process for the FMF guest interested in 
engaging with health insurance enrollment. If families have questions about the process, the FSC 
can be their first point of contact and then directed to the correct agency (i.e. DSS). Aside from 
the FSCs, VISTA volunteers can also serve as a point of initial contact from which the health 
insurance enrollment flowsheet can be obtained. This flowsheet provides FMF with a tangible 
tool to open the discussion for engaging with the insurance enrollment process.  
Sustainability 
The FMF Director of Residential and Support Services has already provided the DNP 
Project's flowchart to the FSCs, and have easily integrated it into their toolbox. This is a tool to 
be given out as much as possible to anyone voicing an interest in health insurance enrollment, 
thus it does not require specialized training. Since FMF already has computers that NEST or 
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Aftercare guests can access on-site, the flowchart can also be distributed digitally. Paper copies 
of the computer flowsheet will only cost several cents on the dollar per sheet printed. Adding the 
flowsheet can be continued for the foreseeable future since its cost will not require FMF to 
restructure its finances or expenditures drastically. Overall, this project seems to be a low-cost 
intervention that FMF has integrated into its toolkit.  
Dissemination Plan 
The information from this DNP project will be disseminated through several avenues. 
Firstly, the project will be presented in the ECU DNP Poster Presentation on April 6, 2021 
through a digital platform. The aim of presenting this project to DNP colleagues is to broaden 
their vision to influence positive health outcomes outside the hospital realm and address the 
social determinants of health with a nursing perspective. Secondly, a presentation to the FMF 
board members is also a targeted audience to present this DNP project in Spring 2021, which 
will likely also be on a digital platform as necessitated by pandemic precautions. The goal of 
sharing this presentation with FMF is to convey the importance of quality improvement work 
and identify future interventions to augment insurance enrollment barrier reduction. Lastly, this 
DNP project paper will be published and uploaded into ECU’s “The ScholarShip,” which is a 
digital academic archive for ECU. This would allow other ECU academics and scholars to 
reference as well as build upon the findings of this project. 
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Section VI. Conclusion 
Limitations 
 This DNP project encountered numerous limitations in the process of planning, 
implementation, and evaluation. Initially, the plan was to implement the project in-person, but  
the goal quickly changed due to the COVID-19 global pandemic. In-person survey 
administration would have allowed opportunities to prompt participants to elaborate on short 
answers provided during the open-ended survey questions. Unfortunately, any survey meetings 
occurring through an online video platform can create an impersonal ambience compared to the 
personal human connection established with face-to-face engagement. The lack of connection 
and rapport may deter participants from actively engaging with the survey administrator. Thus, 
this impersonalization forms a type of communication gap that may have contributed towards 
short and unclear answers to the open ended survey questions. Another limitation was that all 
project communication occurred through email, which sometimes took days to weeks before a 
proper reply was received. The pandemic's increased demands on ensuring guest safety and 
logistics made working on the project more difficult. Additionally, it was challenging to heighten 
the project's visibility with the target project population without being on-site. 
The implementation phase also had unforeseen limitations. The VISTA Volunteers that 
elicited FMF guest interest in the survey did not ask participants to elaborate on any questions. 
Their hands-off approach was much appreciated in ensuring answers were provided 
independently by participants. Nevertheless, their instructions should have urged participants to 
elaborate when possible to aid in improving the flowsheet.  
When evaluating the project, it becomes apparent that the project scope itself is a 
limitation. Since the scope is focused on barriers affecting health insurance enrollment (i.e. the 
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HSU stage of Healthcare Seeking), there is no established and validated manner to quantify 
barrier reduction appropriately. Therefore, project results cannot directly describe how these 
barriers towards this HSU are affected.  
During project implementation, an apparent barrier is that there was no control or 
assurance of completion with the guests that sign-up to take the survey. As an example, one 
guest who signed-up did not show up for their Zoom appointment and could not be reached for 
follow-up on their cellphone. Another guest had unforeseen work responsibilities that caused 
them to miss their Zoom appointment. In addition to the uncertainty of completion, project 
participant interest was difficult to elicit. Interest in completing a survey during their free-time 
was a difficult request for this population. Their self-care and health have continuously been 
neglected for their priorities lie in the day-to-day insecurities they are trying to manage (A. 
Tropiano, personal communication, April 24, 2020). Any kind of extracurricular activity, no 
matter how minimal the time commitment is, can serve as another life stressor to this project 
population leading to the lack of engagement.  
Recommendations for Others  
Planning Recommendations 
In future studies involving the flowsheet used in this DNP project, it would be greatly 
beneficial for investigators to understand the population’s demographic makeup to tailor the 
flowsheet for this population. Due to the known income eligibility criteria of the different 
Medicaid coverages, having a clear picture of this population’s demographic information, such 
as their financial standing, prior project implementation would help structure the flowsheet to 
reflect the population’s needs. Future investigators should also have a good understanding of 
who the FMF stakeholders and key personnel are. For this project that began in September, the 
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VISTA volunteers were not included within the project team until mid-September. Early 
understanding of project roles and which personnel needs to be involved in the team leads to a 
more efficient implementation. 
Additionally, a project member needs to be designated to solely elicit interest in 
participating in the project given the numerous life priorities of this patient population. A 
primary investigator could do this, but pandemic precautions deter any direct contact with this 
population, creating a gap between investigators and the population. Thus, an FMF personnel in 
direct contact with the target population would be the best role to inform guests and illicit 
interest about the project.  
Future projects should also identify processes to help FMF maintain accurate records of 
health insurance coverage status of the individuals within the Aftercare program. These 
individuals have began their transition into stability, therefore understanding their needs 
holistically, which includes their health insurance status, needs to be studied.  
Implementation Recommendations 
Survey administrators should be advised to instruct participants to be as thorough as 
possible when answering open-ended questions. This helps to understand a participant's thought 
process and minimizes the potential for misinterpretation. Thoroughly answered questions 
provide a richer picture of the barriers faced by this population. Thus, investigators must 
explicitly provide clear survey instructions to respond with as much detail as possible within 
open-ended survey questions.  
Evaluation Recommendations 
The last question of this project's survey indicated that two participants used the 
insurance enrollment flowsheet to sign-up for health insurance. Future projects need to elicit 
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more information when participants suggest that they have used the flowsheet. Questions should 
be asked to understand how, when, and why they choose to use the flowsheet to better 
understand their decision-making. Additionally, more information should be elicited regarding 
how participants decide to select the resources to help them apply for health insurance. Open-
ended questions should explore why project participants do not think to utilize easily accessible 
resources, such as the FSCs, as a primary source of health insurance enrollment information. The 
details in these thought processes would help portray the themes that influence these HSU 
decisions.  
Recommendations for Further Study 
 This project shows that there are still numerous avenues that need further research. One 
of the most glaring is gaining more insight into quantifying barrier reduction for health insurance 
enrollment. The other HSU stages also need to be explored to understand this population's 
engagement with the health insurance enrollment process. In addition to the different HSU 
stages, the various barriers affecting each stage should be studied and investigate how they can 
be quantified. Lastly, the gaps noted in the various process measures within this project need to 
be addressed so that factors like administrative preparedness, knowledge of eligibility criteria, 
and self-sufficiency do not act as barriers towards health insurance enrollment.   
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Appendix C 
DNP Project Data Collection Tool 
 
Thank you for your willingness to take this survey. I am interested in learning what prevents people from successfully enrolling in health insurance. Your participation will help me to better understand what kind of information needs 
to be provided to people to help address some of the common roadblocks in that process. 
 
Instructions: 
Please answer the questions to the best of your ability by choosing one of the answer choices given, or by filling in the blank. 
  
1. What is your age today?  
o ________________  
2. Do you have children under 21 years old living with you?  
o Yes 
o No  
3. Do you currently have health insurance?  
o Yes 
o No  
4. Have you lost health insurance in the last year?  
o Yes 
o No  
5. Including you, how many people live with you?  
o _______________  
6. What is your household’s current monthly income (your income plus the income of other people living with you)? 
o _______________  
7. Has your doctor ever diagnosed you with a physical, mental, or emotional disability? 
o Yes 
o No  




o Very often 
o Always 
 
9. Where do you go to find out about getting health insurance? Check all that apply. 
 Department of Social Services Office 
 Doctor’s Office 
 Families Moving Forward staff 
 None of the above 









11. What documents can be used to apply for Medicaid/health insurance? Check all that apply. 
 Certified birth certificate 
 Social Security Card 
 Driver’s License 
 Paycheck stubs 
 
12. What can make you eligible for Medicaid insurance? Check all that apply. 
 Having a diagnosed disability 
 Age 65 or older 
 Low-income individuals and families 
 Being Pregnant 
  
13. These documents are all needed to apply for Medicaid or other health insurance.  
Check all the documents that you have.  
 Certified birth certificate 
 Social Security Cards for you and your family 
 ANY TWO of these documents: water/gas/electric bills, driver's license, picture ID, voter card, or military papers 
 Last month’s check stubs from work, child support, pension, veteran’s benefits 
 Copies of all insurance policies 
 List of all vehicles with their Vehicle Identification Number (VIN) 
 Bank information (checking, savings accounts) 
 List of any property owned 
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Appendix D 
Health Insurance Enrollment Flowchart 
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Appendix E 
PDSA Worksheets Cycles 1-6 
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